Background: Intimate partner violence against women (IPVAW) (physical, psychological, or sexual abuse) is one of the most common forms of gender based violence.
Objectives: to measure the prevalence, severity and type of IPV experienced by ever married women, to identify some sociodemographic and behavioral risk factors for IPV and to study some physical and mental health consequences associated with IPVAW.
Methodology:
A cross sectional study was carried out using a multistage stratified random sample of 700 ever-married women aged 15-49 years attending PHC in DHA of Dubai city. The study used face to face interviews through a well-structured questionnaire developed by WHO (SRQ-20).
Results:
Self report past year and lifetime prevalence of at least one act of physical violence was 7% and 31% respectively; the corresponding figures for sexual abuse were 3.7% and 22%, for psychological abuse (the most frequent form) were 7.5% and 41%. Physical violence incidents were mostly severe type 22%, which occurred on more than three occasions during the lifetime. Moreover 65% of women who had ever been physically abused by their partner were ever injured but mostly minor injuries. Furthermore 32% of physical IPV victims visited a health care provider in the previous 4 weeks. Risk factors for all types of violence related mainly to the husband, his low educational attainment and his intake of alcohol or drugs. All types of IPV were significantly associated with poor current health effects, Self-reported poor or very poor health 7 (4, 5) . The Center for Disease Control and Prevention (CDC) defines Intimate Partner Violence (IPV), as "actual or threatened physical, sexual, psychological or stalking violence by current or former intimate partners (whether of the same sex or opposite sex)". (6) Although men may be abused, women are more likely than men to be injured, sexually assaulted, or murdered by an intimate partner. (6, 7, 8 ) IPV is widely recognized as a hidden global public health issue (9, 10) and an important cause of morbidity and mortality among women (8, 11) . It is also a hidden pervasive human rights violation, manifestation of gender inequality and serves to perpetuate injustice against women, denying women security, dignity, self-esteem, and their right to enjoy fundamental freedoms(9). It is well known that no society can claim to be free of such violence, its presence cutting across boundaries of culture, class, education level, economic status, ethnicity, religion, nationality, and age. In other words, it is a global public health crisis present in many different cultures (12) and the United Arab Emirates is no exception. It has been estimated that approximately one in three women has been psychologically, physically or sexually abused by a male partner during their lifetime (13) . In an international study, self-reported lifetime experience of domestic violence against women ranged from 15% to 71% across 10 countries (14) . Rape and domestic violence figure among the top ten global causes of years of life lost due to premature mortality and disability. (15) Objectives To estimate the prevalence of intimate partner physical, sexual and psychological violence among women attending PHC in DHA, and to investigate the pattern, frequency, and severity. To identify some of the factors that may either protect or put women at risk of partner violence. To assess the extent to which intimate partner violence is associated with a range of health outcomes.
Subjects and Methods
A cross sectional study on 700 Emirati women selected randomly from Primary health care centers by systematic random sampling using Epi-info epidemiological software. All ever-married women aged 15-49 years (as in WHO multi-country study) (5) , and seeking medical care in PHC at Dubai. Exclusion criteria was set and operational definition of variables adopted. a well-structured standardized interview questionnaire was utilized as data collection tool . Violence was divided into (physical violence, sexual violence and psychological violence: Emotional and controlling abusive behavior):
The questionnaire included the following :The data about sociodemographic characteristics (age, original nationality, educational level of partners, financially dependent women, the drugs and alcohol intake of the husband) that might cause or protect women from IPV. Subjective measure "self-reported health, used by The WHO Study" the women were asked about their general health using a five-point scale (excellent, good, fair, poor or very poor). Women were considered to be in poor health, if they reported one of the two lowest categories. The data about exposure to different types of violence using "the Women's Health and Life Experiences standardized Questionnaire" developed by the WHO for violence research(5) asking direct, clearly worded questions about the respondents' experience of specific violence acts from current or former partner Ethical issues were addressed. Table 1 : Of all respondent women in the study, 286 (40.9%; 95% CI: 37.2-44.6) had ever experienced Psychological violence, and 53 (7.5%) experienced Psychological violence last year; Psychological violence was the most frequent event over the women's lifetime and also during the year preceding the interview. Regarding episodes of physical violence, they had occurred at least once for 217 (31%) of the women in the study and 50 (7.14%) in the last year, 157 (22%) experienced sexual violence in their lifetime and 26 (3.7%) were subjected to sexual violence currently during the past year. There is no significant strong relationship between sociodemographic characteristics among respondent women in terms of Age groups, duration of marriage in years and the level of experience of intimate-partner physical violence in ever-partnered women, at significance greater than (0.05).
Results
According to Chi-square and contingency coefficient in Table 3 (page 23), it can be concluded the following:
• There is a significant strong relationship between sociodemographic characteristics among respondent women in terms of Marital status, Women Education level, source of income other than the husband, previous history of alcohol or drug addiction, husband education level and the level of experience of intimate-partner sexual violence in ever-partnered women, at significance less than (0.05).
• There is no significant strong relationship between sociodemographic characteristics among respondent women in terms of Age groups, duration of marriage in years, nationality before marriage and the level of experience of intimate-partner sexual violence in ever-partnered women, at significance greater than (0.05).
According to Chi-square and contingency coefficient test in Table  4 , (page 23) it can be concluded the following:
• There is a significant strong relationship between sociodemographic characteristics among respondent women in terms of Age groups, Marital status, duration of marriage in years, source of income other than the husband, any previous history of alcohol or drug addiction, husband education level and the level of experience of intimate-partner Psychological violence in ever-partnered women, at significance less than (0.05).
• There is no significant strong relationship between sociodemographic characteristics among respondent women in terms of Women Education level, nationality before marriage and the level of experience of intimate-partner Psychological violence in everpartnered women, at significant greater than (0.05). Stepwise logistic regression model to determine the impact of the socio-demographic characteristics among respondent women on sexual violence * sig < 0.05 ** sig<0.01 ***sig <0.001 * sig < 0.05 ** sig<0.01 ***sig <0.001 Table 4 : Stepwise logistic regression model to determine the impact of the socio-demographic characteristics among respondent women on psychological violence to the all three types of violence (32.3%). Moreover the percentage of women who reported exposure to severe physical violence and who had suicidal attempts was high (27%) compared to women not exposed to violence and who had suicidal attempts (2.9%). Another high percentage of women with suicidal attempts was seen in those exposed to a combination of physical and sexual violence (23%) and those exposed to the three types of violence (22.3%).
Discussion
Of the 700 respondent women in our study, 31% reported that they had experienced one act of physical violence by an intimate partner in their life time, compared to the prevalence of 13% in Japan (lowest) to 61% in Peru (highest) and almost similar to prevalence found in Namibia city (31%), Thailand province (34%), the United Republic of Tanzania city (33%), and Brazil province (34%).
The percentage in our study of everpartnered women experiencing severe physical violence (22%) was greater than the percentage who had experienced moderate violence (8%). In comparison severe physical violence ranged from 4% of women in Japan to 49% in provincial Peru, with most countries falling between 13% and 26%. This indicates that if women have ever experienced partner violence, it is highly likely that at some time an act of severe violence will occur. Unlike Bangladesh, Japan, and Serbia and Montenegro had a greater proportion of women who experienced only moderate violence than had experienced severe violence.
Less women (7%) reported physical violence having occurred in the past year compared to lifetime, similar to the findings in most of the countries in the WHO study which means that abused women's ability to escape their relationship by divorce or separation or women learn how to reduced the chances of being abused by developing a coping and responding mechanism (help and support they receive from informal networks such as families, friends, and so on or formal health or social services). The exceptions were urban Bangladesh, Ethiopia, Namibia, and Samoa where more women reported severe violence in the past 12 months. The most prevalent form of physical violence in our study and in all countries of the WHO study, was being slapped or being the target of a thrown object with a percentage of 31% in Dubai; compared to 9% in Japan (lowest), and 52% in provincial Peru (highest). This was followed by being struck with a fist with a percentage of 22% in Dubai (between 11% and 21% in most places in the WHO study) compared to 2% in the lowest country and 42% in the highest one. The most lethal form of violence such as being threatened with a gun, knife or other weapon, is the least often reported form of violence in our study at 9.7%.
A pattern of continuing abuse, more than once, and sometimes frequently was noted in most sites. From our study repeated episodes were noted as, 20 % of women experienced injury as a consequence of violence ever in her life at frequency from three to five times. Most ever-injured women reported minor injuries (bruises, abrasions, cuts, punctures, and bites), but more serious injuries were also reported. About 32% of ever-injured women reported having needed health care for an injury resulting from IPV. The findings of our study on injury are consistent with research elsewhere that established partner violence as a common cause of injury to women. (16, 17) The high occurrences of loss of consciousness reported (22% of physically abused) are especially alarming. Further qualitative research is needed to fully understand these findings, because the term "loss of consciousness" might have different meanings in different cultural contexts and perception in each woman.
Collectively, the weight of this evidence supports the view that lifetime experience of IPV is a major contributor to women's illhealth, and may underpin a broad range of health outcomes. Furthermore, when combined with the information that approximately 32% of women with a lifetime experience of physical IPV had presented to a healthcare provider (usually a GP or A/E) within the previous 4 weeks, the findings have considerable implications for healthcare delivery.
In comparison of our prevalence of physical IPV (31%) with the prevalence in other studies using similar or different tool of measurement, almost similar physical IPV prevalence was found in Jordan (31%) (18) , New Zealand (30.2%) (19) , Vietnam (31%) (20) , in different areas in India (16-40%), (21, 22) where lower physical prevalence was found in Australia (15%) (23) , different areas in Saudi Arabia (22.8-25 .7%) (24, 25) however a higher prevalence was found in different areas in Pakistan (16-76%) (20) , Iran (38%) (26) and in different areas of Egypt (47-61%). (27) (28) (29) For sexual violence, it was found that at least one of the three forms of sexual violence investigated was experienced by 22.4% of respondents for lifetime. However past year prevalence was 3.7%. Our results are also within the range of most sites investigated by WHO multi-country study with a range from 6% (Japan and Serbia/Montenegro) to 59% (Ethiopia). (5) In most settings in the WHO study, about half of sexual violence was a result of physical force rather than fear. However, a larger proportion of women (22.4%) in our study reported having sex because they were afraid of something their partner might do, similarly to what was found in Ethiopia and Thailand. Comparison of our prevalence of sexual IPV (22%) with the prevalence in other studies using similar or different tool of measurement: The result of our study was higher than prevalence of sexual violence found in Saudi Arabia (11.8) (24) Jordon (19%) (18, 29) despite them using the same questionnaire but they removed one of the three questions about sexual violence which gave them less prevalence, and lower than prevalence found in Egypt (37.1%) (27) , eastern India (25%) (20) , different places in Pakistan (12-57.6%) (20) , and Iran (42%) (20) .
Psychological violence was most frequently reported by approximately half of the respondents; the corresponding figures were 41% and 7.5% respectively. A total of 277 women (39.6%) reported experiencing at least one form of control, giving the same results when restricted to WHO questionnaire items. The highest frequency reported form of control was the husband insists on knowing where the respondents are at all times. For emotional violence 40.9% of the respondents reported experiencing at least one form. When restricted to only the items included in WHO questionnaire this dropped to 36%; the most prevalent experiences of psychological violence included being blamed for things that happened to her husband or to the household followed by being insulted or made feel bad about herself, which was in the WHO questionnaire. The results of our study were consistent with the range found in most sites by the WHO study. Across all countries, the proportion of women reporting one or more of controlling behaviours by their partner varied from 20% and 75%, and for emotional abuse from a low of 21% in Japan to almost 90% in the urban United Republic of Tanzania. (5) This suggests a great variation in the degree to which such behaviour is acceptable (normative) in different cultures.
The rates of intimate partner violence found for Dubai are not among the highest rates when compared with data from other countries. (17,30,31) The prevalence of IPVAW in our study (41%) was higher than overall prevalence found in studies conducted in Saudi Arabia (32.8%) (24, 25) which could be due to difference in measurement tools used or could be due to under reporting from Saudi Arabia. However our study showed lower prevalence of IPVAW compared to what has been found in Egypt (77%) (28, 29, 32, 33) , Pakistan (60%) and Iran (82%) (20) which could be due to low socioeconomic status of the majority of the population in these countries. Thus, Dubai was in an intermediate or low position within this range except for sexual violence which is considered a higher position.
Conclusion
This study has shown significant associations between lifetime experiences of physical, psychological, sexual violence, or a combination of any types by a male intimate partner, and a wide range of self-reported physical and mental health problems in women. The vast majority of violence occurs in lifetime, thus the health effect of violence might last long after the actual violence has ended and become chronic.
Recommendations
Strengthening national commitment and action like (Enlist social, political, religious, and other leaders in speaking out against violence against women (e.g. political, religious, and traditional leaders and enhance capacity and establish systems for data collection to monitor violence against women, and the attitudes and beliefs that perpetuate it).
Promoting primary prevention e.g. (Develop, implement and evaluate programs aimed at primary prevention of intimate-partner violence). Involving the education sector, Strengthening the health sector response, Supporting women living with violence.
